Community Pharmacists Association (NCPA). In order to fulfill the Committee charge, the Committee members met for a day and a half in Arlington, Virginia in October 2010 to discuss the committee charge and develop a plan of action to address the charge. Following this meeting, the Committee communicated via a series of conference calls as well as personal exchanges via telephone and email. The result is the following report which is positioned to discuss various models of care, challenges and opportunities pertaining to the charge, successful practices of AACP members and multiple pharmacy practice organizations, and recommendations to AACP in response to the Committee charge.
BACKGROUND
The pharmacy profession has been in transition from a product-based to a patient-centered care model since the introduction of the pharmaceutical care philosophy in the 1990s. 1 This transition has been accomplished to varying degrees in different pharmacy practice settings and has been influenced by a variety of factors including the transition to the clinically-focused Doctor of Pharmacy (Pharm.D.) degree as the entry level degree and the increasing recognition that medication-related problems pose a significant threat to public health. 2 The Centers for
Medicare and Medicaid Services (CMS) recognized the importance of medication therapy management (MTM) services by requiring all Medicare Part D plans to provide MTM as part of their programs.
3 Recent healthcare reform (HCR) legislation includes provisions for MTM and pharmacist-provided services as part of integrated team-based care models designed to improve the quality of healthcare delivered in the United States. 4 Pharmacists are wellpositioned to serve as the medication therapy expert on the healthcare team. 5 Currently, MTM services are not offered to all patients in all settings. This creates a situation of inequality and fragmentation of pharmacy services. It is imperative that the profession and the Academy accelerate the implementation of patient-centered, team-based care as the standard of pharmacy practice with the availability of MTM services to all patients. This vision has been clearly articulated in the Joint Commission of Pharmacy Practitioners (JCPP) vision for pharmacy practice. 6 Identification of the factors that are impeding the realization of this vision and the development of strategies to accelerate its adoption as the standard of pharmacy practice in 2015 are the focus of this report. With the current HCR legislation, increasing the momentum for implementation of medication management services and chronic disease management services provided by pharmacists is a critical issue for pharmacy practice and education.
The policies of AACP support the transition to patient-centered care and encourage the collaborative relationships to facilitate this transition:  The mission of pharmacy education is to prepare graduates who provide patientcentered care that ensures optimal medication therapy outcomes and provides a foundation for specialization in specific areas of pharmacy practice; participation in the education of patients, other healthcare providers, and future pharmacists; conduct of research and other scholarly activity; and provision of service and leadership to the community. 
THE FUTURE OF PHARMACY PRACTICE
The JCPP is comprised of 11 national pharmacy practitioner organizations and works to address strategic issues facing the profession. In 2004, JCPP released the Future Vision for Pharmacy Practice, outlining the desired pharmacy practice model to be achieved by 2015. 6 The JCPP vision states that "Pharmacists will be the health care professionals responsible for providing patient care that ensures optimal medication therapy outcomes." 6 It is envisioned that pharmacists in practice "will have the authority and autonomy to manage medication therapy and will be accountable for patients' therapeutic outcomes. In doing so, they will communicate and collaborate with patients, caregivers, health care professionals, and qualified support personnel." 6 In 2007, JCPP organizations developed an action plan to implement the vision that includes focused activities on the practice models, payment models, and communications needed for pharmacists to practice in a patient-centered role. 7 Integrating the activities outlined in the JCPP work plan within the evolving healthcare system will be necessary to realize the JCPP vision. Academic institutions have a significant role in making this plan a reality.
The passage of the Patient Protection and Affordable Care Act 4 in 2010 brought a renewed focus on improving healthcare access, quality, safety, and cost to the nation. In order to contribute to this focus, health professionals are moving toward the core educational competencies outlined by the Institute of Medicine (IOM) in Health Professions Education: A Bridge to Quality. 8 These competencies assert that all health professionals should be educated to deliver patient-centered care as members of an interdisciplinary team, emphasizing evidence-based practice, quality improvement approaches, and informatics. 8 Interdisciplinary teams of healthcare professionals working to expand access, increase quality, and improve health outcomes are found in many models in healthcare and will continue to grow in the future. MTM services 9 are often a component of these models and can lead to improvements in humanistic, economic and clinical outcomes for patients. 5, 10, 11, 12, 13 Examples of patient-centered, integrated care models involving pharmacists in today's healthcare system include area health education centers (AHECs), 14 academic health centers, 15 the Veterans Administration (VA), 16 Indian Health Service (IHS), 17 and Kaiser Permanente Colorado. 18 More than 50 colleges and schools of pharmacy have leveraged their resources to participate in the Health Resources and Services Administration (HRSA) Patient Safety and Clinical Pharmacy Services Collaborative (PSPC). 19 Through PSPC, federally-qualified health centers continue to develop into true medical homes providing comprehensive primary care services through an infrastructure that includes clinical pharmacy services. An important aspect of PSPC is a community-engaged approach to healthcare system organization.
The report of the 2009-2010 AACP Professional Affairs Committee thoroughly examined the integration of pharmacists in primary care and the role of academic pharmacy. 20 The report contains an extensive appendix that summarizes 151 reports of evidence of the pharmacist's role in primary care. Another example, the Patient Centered Medical Home (PCMH), is an evolving model of interprofessional care that provides comprehensive primary care to adults, youth and children. 21 In the PCMH, comprehensive medication management is the standard of care that ensures that each patient's medications are assessed to determine that each one is:
appropriate for the patient, effective for the medical condition, safe given co-morbidities and concurrent medications, and able to be taken by the patient as intended. 22 Many successful team-based care models occur in settings where pharmacists may or may not be physically located with physicians and other healthcare providers. In health systems, physician office settings, and community health centers, pharmacists work directly with prescribers to manage and monitor complex medication therapies. Pharmacists are the medication therapy experts on the team and can affect the delivery of care by addressing the challenges of MTM services. 23 In addition to serving in a consultant role to healthcare providers, pharmacists in these settings schedule patient visits that involve medication education, chronic disease management, and health and wellness services. Where permitted by state practice acts, pharmacists working under collaborative practice agreements with physicians may initiate medication therapies, adjust medication dosages, monitor medications and order laboratory tests. 24 In these settings, pharmacists have access to the medical diagnoses, laboratory values, and other information in patients' medical records. Pharmacists lack access to such critical information in some settings (i.e., community pharmacy practice), although pharmacy professional organizations are working to ensure that the electronic health record (EHR) infrastructure will permit access by pharmacists. 25 The Asheville Project 26 and Diabetes Ten City Challenge 27 are examples of programs that focus on pharmacists developing collaborative relationships with patients and prescribers in order to improve the use of medications and overall healthcare.
Ensuring that the pharmacy profession's future vision becomes a reality will require strong collaborations with key stakeholders and partners. Key themes for advancing the future of pharmacy practice include elements related to compensation, education, practice, advocacy, and policy. Table 1 provides an overview of where these focus areas and stakeholders may intersect. These key partners will assist in developing the framework for the future of our profession and constitute important stakeholders for the Academy.
FINANCIAL CONSIDERATIONS
Viable business model(s) for pharmacists' patient care services are needed for broad expansion and acceleration in the adoption of these services in the marketplace. Pharmacists are currently receiving payment for Medicare Part D MTM services, state Medicaid programs, selfinsured employers, and private sector programs. 28, 29 In integrated care settings, pharmacists' salaries are often justified by the overall healthcare savings realized from their services by the entity. In the emerging medical home models and accountable care organizations (ACOs), compensation for patient care services provided by pharmacists remain to be determined. Potential payment options for pharmacists within these models include utilizing billing codes (i.e., Current Procedural Terminology (CPT) codes for pharmacist-provided MTM services, Evaluation and Management (E&M) CPT codes) as well as capitated payment methodologies and fee-for-service/self-pay by patients.
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Within any of the current and evolving models of patient care, payment for such services will include value and performance-based criteria. This system for compensation is a critical issue in many sectors of healthcare, including the PCMH. The Patient-Centered Primary Care Collaborative (PCPCC) has developed a framework, comprised of the following elements, for the payment structure for PCMH:
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 It should reflect the value of physician and non-physician staff patient-centered care management work that falls outside of the face-to-face visit.  It should pay for services associated with coordination of care both within a given practice and between consultants, ancillary providers, and community resources.  It should support adoption and use of health information technology for quality improvement.  It should support provision of enhanced communication access such as secure e-mail and telephone consultation.  It should recognize the value of physician work associated with remote monitoring of clinical data using technology.  It should allow for separate fee-for-service payments for face-to-face visits. (Payments for care management services that fall outside of the face-to-face visit, as described above, should not result in a reduction in the payments for face-to-face visits).  It should recognize case mix differences in the patient population being treated within the practice.  It should allow physicians to share in savings from reduced hospitalizations associated with physician-guided care management in the office setting.  It should allow for additional payments for achieving measurable and continuous quality improvements.
Many of these aforementioned factors are potential areas of exploration for research and practice within pharmacy academia. Pharmacist services reimbursement within this new payment model is a needed area of exploration and assessment.
Policy Statement 1: AACP supports the efforts of colleges and schools of pharmacy working with healthcare entities to promote and advocate for the inclusion, reimbursement and sustainability of pharmacist services as a required element of patient-centered care in all settings.
Recommendation 1: AACP should work in collaboration with other stakeholder organizations to develop standardization in patient care delivery models and payment systems to assure consistency of services across the United States.
EDUCATION CONSIDERATIONS
The vision for the future of practice outlined by JCPP and others can only be realized by embracing the continuum of education and training that is essential to preparing tomorrow's pharmacists. A number of factors are currently impacting on the educational enterprise. Careful consideration of these factors by academic pharmacy, accrediting agencies, and professional pharmacy organizations will be critical to achieving our desired future.
Interprofessional education: Once conceptually viewed as simply a good idea, interprofessional education is now becoming a reality in many educational institutions and is truly being embraced by the leadership of each healthcare discipline. 32 In general, interprofessional education is built upon the tenets of collaboration, respectful communication, reflection, application of knowledge and skills, and direct patient care experience in interprofessional teams. Many pharmacy and other healthcare discipline programs are examining their curricula and making modifications to instill interprofessional education into the culture of their institution. Strong partnerships with the educational programs of other healthcare professions are essential to making interprofessional education possible. Ideally, these educational opportunities need to be incorporated as required curricular content in all healthcare professions early in the curriculum and not just as experiential opportunities within the last professional year. Institutional commitment to the incorporation of interprofessional courses is essential to assure that all schools modify their academic schedules to accommodate these offerings.
Postgraduate residency training: The recent growth of postgraduate residencies is laudable, but it has not kept pace with the increasing demand by pharmacy school graduates. 33 Academic pharmacy can help reduce this shortfall 34, 35 and the return on investment can be beneficial on humanistic, educational, and economic levels. 36 A robust effort to increase the number of Postgraduate Year 1 (PGY1) residency positions will assist in expanding and accelerating the development of patient-centered practice while also providing a more relevant experiential education experience reflecting the practice of the future. Similarly, more programs that offer specialized training through Postgraduate Year 2 (PGY2) residencies and fellowships are necessary. This will assist in providing a steady stream of practitioners who can meet the credentialing requirements of their practice setting. 37 Obtaining specialty certification in a relevant practice area such as one or more of those offered by the Board of Pharmacy Specialties (BPS) 38 after completion of a residency is becoming an increasingly important practice credential. Inclusion of postgraduate training in the budgets and financial planning of colleges and schools of pharmacy, as well as seeking co-funding opportunities via partner institutions and foundations, can greatly accelerate the growth of these programs.
Continuing professional development: Earning a doctor of pharmacy degree is but the first step in becoming a competent pharmacy practitioner. Continuing professional development (CPD) is a framework for lifelong learning that is a potential model for the pharmacy profession. 39 It is an application for constant learning that extends beyond obtaining continuing education units (CEUs) necessary for pharmacist relicensure. Advanced knowledge, use of critical thinking skills, and effective evaluation of information about therapeutic entities and delivery systems are keys to ensuring that current and future practitioners remain competent to meet the growing complexities of care. CPD programs designed to provide practical skills in implementing patient-centered programs in various pharmacy settings are needed. Certificate programs in MTM and other areas have emerged to help re-tool the existing pharmacist workforce.
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Policy Statement 2: AACP supports member colleges and schools in their efforts to invest in the expansion of postgraduate residencies and fellowship programs that prepare pharmacists to be effective members of patient-centered healthcare teams.
Suggestion 1:
Colleges and schools of pharmacy should partner with healthcare academic institutions to provide interprofessional joint curricula, experiential programs, and/or service learning opportunities for future healthcare practitioners.
Suggestion 2:
Colleges and schools of pharmacy should implement continuing professional development (CPD) programs that train practitioners in the practical steps to implement medication therapy management services in their practices and to create mentoring programs that provide suitable faculty role models.
Suggestion 3:
Colleges and schools of pharmacy should recruit, develop, and retain faculty members specializing in providing pharmacist services in patient-centered care teams in all practice settings and to develop mechanisms to reward and recognize the value of these initiatives in faculty promotion criteria.
Suggestion 4:
Colleges and schools of pharmacy should include within their budgets opportunities to develop pharmacy residencies in collaboration with other stakeholders.
PHARMACY PRACTICE CONSIDERATIONS
Consumer Readiness MTM services provided by pharmacists are among the millions of goods and services available to consumers. The process consumers use to identify, evaluate and select goods and services can be better understood from the perspective of marketing. Marketing is defined by Kotler as "a social and managerial process by which individuals and groups obtain what they need and want through creating, offering and exchanging products of value with others." 41 Kotler's definition of marketing can be applied to consumer decisions to adopt any product, including MTM services provided by pharmacists. While it is natural for health professionals to think of patient needs and how they evaluate wants to choose the products they ultimately demand, the purchase of health goods and services are unique relative to most other products (See Figure 1 ).
Before MTM services can be widely adopted, one must consider whether and how they satisfy needs. Patients, prescribers and payers can each be thought of as consumers, as they each have underlying needs (Figure 1 ). Medications have long been used to satisfy patient needs for health. Any service that better assures their safe and effective use should help patients meet this need. Prescribers have needs to act in the best interests of their patients and to make the most of limited resources (particularly when they share the risks for patient resource utilization and health outcomes). Pharmacists have documented that MTM services improve patient outcomes, benefit prescriber practices, and meet payer needs to lower cost and improve patient satisfaction with the quality of their healthcare. 12, 25, 42, 43, 44, 45 Given that medication-related needs exist throughout the healthcare system, one may wonder why more pharmacists have not offered MTM services, or why more consumers have not demanded them. Some may point to pharmacists' unwillingness to change practice models, while others note that regulations may limit pharmacists' ability to implement new services.
Kotler proposes a five-stage model for the consumer buying process, which includes recognizing a problem or need, searching for information, evaluating the alternatives, making a purchasing decision and post-purchasing behavior. 46 Pharmacists, like any other marketer, must effectively address these marketing questions and concerns by promoting their services to consumers. Marketers of pharmacy goods and services often use a combination of promotional techniques depending on the characteristics of the consumer (patients, prescribers, payers) and the complexity of the messages they are trying to convey. For example, advertising is a good way to inform patients in a community about the immunizations available at their local pharmacy, whereas convincing prescribers and payers of the value of MTM services is often better done with a face-to-face visit.
While effective marketing can be used by pharmacists to create new opportunities to expand their role in providing direct patient care services, the ability of the profession to seize these opportunities and meet consumer demand will be determined in part by the readiness and willingness of pharmacists to provide advanced patient care services. The colleges and schools of pharmacy have a responsibility to ensure that future pharmacists are not only knowledgeable about new healthcare models, but also how to go about marketing, implementing and evaluating their role within such models. Pharmacy curricula should be focused on the business acumen of providing such pharmacist services as well as the clinical knowledge needed to participate in such models. Organizational cultures and new business models that support the provision of such services will also need to be in place.
Pharmacist Readiness
Surveys of individual pharmacists have indicated a growing awareness of MTM and an increased interest in taking on additional responsibility in providing patient care services. 47, 48 There 52 there is no adopted standard for the education, training, and certification for these practitioners as there is for pharmacists.
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Standards for pharmacy technician education, training, and certification are important as pharmacists practice in an environment of growing complexity of medication use while continuing to focus on medication safety and patient care.
There are many indicators that pharmacists have embraced the implementation of MTM services. The 2010 APhA MTM Digest reports expansion and maturation in MTM services by pharmacists in several areas, particularly the number of patients treated and year-to-year stability in many aspects of MTM service provision. 54 The reasons that were cited by pharmacists as being the most important in executing the decision to implement MTM services included having a responsibility as a healthcare provider, having the desire to satisfy patient health needs, and the realization that they could fulfill a need to improve health quality. 54 Despite the significant challenges of lack of reimbursement models and inefficient workflow concerns, many pharmacists appear to be embracing the opportunities that MTM services can present.
Employer Readiness
The business model for most pharmacies is still rooted in product distribution, and this is one of the most significant factors impeding the widespread availability of MTM services. In 2009, fulltime pharmacists reported spending an average of 55% of their workdays performing tasks related to dispensing, while devoting only 16% to direct "patient care services." 47 High prescription volume and, until recently, persistent shortages in the pharmacist workforce have limited the availability of pharmacists to provide services beyond dispensing. Increased percapita prescription consumption and estimates that 91 to 116 million additional prescriptions will be written annually for the new beneficiaries of healthcare reform legislation will impose additional demands on pharmacist time. Delegating technical functions to highly-trained and certified pharmacy technicians, as well as the adoption of technology, will be key factors in liberating pharmacist time for patient care services. 55 Research into new and emerging practice models will be important.
The participation of community pharmacies in the provision of MTM services is critical to its widespread adoption. While in the past there was little financial incentive for community pharmacies to change their dispensing-oriented business models, continued pressure from shrinking reimbursement and competition from alternative distribution models (i.e., mail order) have forced a reassessment of services beyond dispensing. MTM, on the other hand, has not yet gained broad adoption in community pharmacies, and a number of barriers have been identified by survey. 51 For one, MTM services have not been broadly available to patients. Medicare prescription drug plans (PDPs) have been the primary source of demand for MTM services, but rigid eligibility requirements have resulted in only 10% of the Medicare patient population being eligible to receive these services, and many patients are being served through telephonic delivery methods implemented by the PDP. In a 2009 survey by APhA, pharmacists cited inconsistent or inadequate compensation for services provided. 57 Compensation for MTM services offered by PDPs varies widely, and the lack of uniformity in services available and billing requirements have limited the scalability and replicability of programs by community pharmacies. In addition, the time necessary to provide MTM services can disrupt other aspects of pharmacy workflow, especially when the patient case load is too low to justify hiring additional personnel and investing in necessary resources such as well-trained pharmacists and private counseling areas. Innovative practice models have evolved to meet these challenges. Some pharmacies employ a "hub-and-spoke" model wherein a pharmacist floats among pharmacies in a region providing services on a scheduled basis. Others have developed call centers and provide beneficiaries telephonic MTM services. 56, 58 Such services are likely to proliferate until demand reaches a level that engenders widespread adoption of face-to-face services. Academic pharmacy can assist community pharmacy practitioners in meeting the demand for MTM services as well as the education of pharmacist practitioner to market and deliver such services. In addition, academic pharmacy can increase the availability of MTM by advocating for its inclusion in any health plan provided to the employees of the college or school of pharmacy.
Policy Statement 3: AACP supports the creation of partnerships with other national pharmacy organizations to develop a framework to ensure an educated, trained, and certified pharmacy technician workforce to enable pharmacists to provide medication therapy management and other patient care services.
Policy Statement 4:
AACP encourages its member institutions to require course work that develops the management, business, and entrepreneurial skills necessary for pharmacists to succeed as members of patient-centered healthcare teams.
Recommendation 2: AACP should develop practice-based research training programming and resources for pharmacy practice faculty.
Suggestion 5:
Colleges and schools of pharmacy should work with community pharmacy organizations to implement medication therapy management and other patient care services by establishing residencies, co-funded faculty, and practitioner mentoring programs.
Suggestion 6:
Colleges and schools of pharmacy should work within their institutions to discuss, demonstrate, and document the value of practice-based pharmacy research and disseminate the results.
Suggestion 7:
Colleges and schools of pharmacy should develop and/or support practice-based research training programs for their faculty to advance scholarship.
Suggestion 8:
Colleges and schools of pharmacy should initiate or participate in practice-based research networks (PBRNs).
ADVOCACY AND POLICY CONSIDERATIONS
As the pharmacy profession matures in its ability to provide direct patient care, it must acquire a louder voice in the collaborations, discussions and debate about healthcare reform. AACP has developed substantial outreach programs and strategies that are changing the way the public views the roles and abilities of today's pharmacy graduates. 59 AACP also advocates to legislative and regulatory bodies on a national level for more widespread implementation of pharmacists' services. As healthcare reform was unfolding, AACP contributed numerous examples of how community-campus partnerships bring value to healthcare and enhance access to the community-based services offered by pharmacists. 60 AACP has been an integral part of the HRSA PSPC since its inception. AACP is working with approximately 100 other national pharmacy and healthcare organizations to bring advanced pharmacy services to every community in America. As the PSPC embarks on its third year in 2011, it consists of 128 multidisciplinary teams that have partnered with more than 350 organizations from 43 states to establish clinical pharmacy services as an integral component of patient-centered, interprofessional healthcare teams. These teams are managing a broad range of chronic conditions in various healthcare settings where medication therapy plays a vital role. Fifty-seven colleges and schools of pharmacy have participating team members working with 92 community health centers and 26 hospitals. 61 The research of pharmacy faculty has also contributed greatly to the body of evidence demonstrating the value of patient care services delivered by pharmacists. In a meta-analysis of 298 studies examining the outcomes of pharmacist-provided direct patient care, pharmacists improved clinical outcomes in patients with diabetes, hypertension, and dyslipidemia. 5 Medication adherence, patient knowledge, and quality of life were also improved. Beneficial economic outcomes have also been demonstrated, although those outcomes have been mixed. 9 It is vitally important that such evidence be disseminated beyond our own profession and used by healthcare policy decision makers in the future as the healthcare system continues to evolve. In AACP's 2010 strategic plan, Critical Issue 4 is advocacy. 62 The major focus of that issue is to develop plans to strategically position AACP to carry out its advocacy agenda to build recognition of member contributions to public health.
As individual institutions and faculty members, we must also "reawaken our personal role as advocates" for improved healthcare through pharmacy services. 63 Although AACP advocates effectively at the national level, it does not have the strength of numbers required to perform similar activities in each state. State and local advocacy efforts therefore depend on individual AACP members working either alone or in groups with other like-minded pharmacy supporters.
Individual AACP members are indeed enhancing the recognition of the pharmacist's value to healthcare through proper medication use by virtue of their involvement in community health centers, homeless clinics, local public health departments, and other community organizations. 64 Such recognition eventually leads healthcare providers, patients, and the public to expect pharmacists to be an integral, ongoing part of the medication management process. Policy makers need to hear even more examples of how the teaching, research, and service activities of pharmacy faculty members improve not only the education of future pharmacists but the health of the public.
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Suggestion 9:
Colleges and schools of pharmacy should be proactive in leading and participating in state/local coalitions with other colleges/schools, pharmacy organizations and other associated organizations to create and sustain patient-centered pharmacy practice models and advocate for necessary legislative changes to the state pharmacy practice acts.
Suggestion 10:
Colleges and schools of pharmacy should be proactive in forming and participating in state/local coalitions whose focus is to create, promote, and sustain education, practice, and research related to interdisciplinary team-based, patient-centered healthcare.
COLLEGES/SCHOOLS OF PHARMACY SUCCESSFUL PRACTICES TO IMPLEMENT PHARMACISTS SERVICES IN TEAM-BASED, PATIENT-CENTERED HEALTHCARE
The Committee investigated the collaborations and programs that colleges and schools of pharmacy have with outside entities that have contributed to the implementation of pharmacists services for team-based, patient-centered care utilizing two methods: 1) disseminating a Call for Successful Practices to members of AACP, and 2) scanning the reports of the major national pharmacy organizations. The goal of this investigation was to collect information that AACP members can use to develop or enhance future partnerships and to understand the processes involved in establishing such partnerships.
AACP Call for Successful Practices
A Call for Successful Practices for college/school involvement with partnerships contributing to the implementation of pharmacists' services for team-based, patient-centered care 65 was released to AACP membership in December 2010 using various mechanisms, including the AACP electronic newsletter and emails sent to the AACP Governance Council and SpecialInterest Group listservs. Numerous reminders were sent out in January 2011. There were 23 responses to this call, representing 13 AACP member colleges and schools. An abbreviated version of responses from this call is presented in Appendix 1.
Many aspects discussed in the submissions represent challenges for colleges and schools of pharmacy contemplating collaborative pharmacist services. These include:
1. Justification for pharmacist services: This report has discussed many examples of the value of pharmacist services in patient-centered care and they should be referenced when having initial and ongoing conversations with potential partners. In addition, faculty at colleges and school of pharmacy should be well versed on the value and potential outcomes of such services. 2. Limitations of state pharmacy practice acts: Many of the services that pharmacists provide in patient-centered models may be in conflict with the state board of pharmacy act. In those instances, colleges and schools should work with their local and state pharmacy associations, state board of pharmacy, and other health provider groups to make the necessary revisions to the practice act. 3. Determination of compensation for the services provided by the pharmacist: There should be sufficient effort to determine the cost of the services to be provided by the pharmacist. Many payment models can be explored, such as colleges and schools sharing the cost with their partner(s), grants from foundations and other entities, and the pharmacist obtaining the required credentialing to bill for services. Compensation for pharmacist services is a necessary element to justify its value to the practice, patients, and profession. 4. Lack of access to patient records: This information provides vital data about the patient and the care being received. As the use of electronic health records (EHRs) becomes more prevalent, pharmacists and other healthcare providers will have to develop methods to ensure that the critical patient information is available when needed. 5. Practice workflow concerns: Pharmacists need sufficient space to perform services and sufficiently trained administrative and pharmacy technician staff. The committed partners must ensure that staff is aware of the services provided and the role of the pharmacist providing the services. This will ensure that everyone knows how their role affects or is affected by the pharmacist services.
Respondents to the call for successful practices shared a number of common elements. Many of the collaborations were initiated by the colleges and schools who decided to take a proactive and risk-sharing position to change practice. In other instances, the partnerships were started from previous professional affiliations, which made initiation of a partnership discussion less challenging. It is important that colleges and schools encourage, value and reward faculty to become involved in initiatives and programs involving many members of the healthcare team in order to facilitate networking and relationship-building. Maintaining open communication with all partners during the partnership formation is equally important. All partners should be involved in developing the program goals and outcomes. The role and services to be provided by the pharmacist should be clear, and the expected healthcare outcomes should be aligned with the goals of the health entity. Finally, these collaborations should have the potential to be used for student pharmacist practice experiences and residency programs. Many of partnerships have led to participation in other collaborations, such as the HRSA PSPC. 19 
Scan of National Pharmacy Organizations
In order to gain a broader perspective on the partnerships that AACP and its member colleges and schools have created to implement pharmacists' services as the standard for team-based, patient-centered care, the Committee contacted representatives from the American College of Clinical Pharmacy (ACCP), APhA, ASHP, NACDS, and NCPA to inquire about their involvement with such collaborations. Appendix 2 contains a brief description of the programs and initiatives involving colleges and schools and national pharmacy organizations. Many of these collaborations involve other members of the healthcare team, which is essential for realizing the goal of having pharmacist services in patient-centered models of care.
ELEMENTS FOR SUCCESSFUL COLLABORATIONS TO IMPLEMENT PHARMACISTS' SERVICES IN TEAM-BASED, PATIENT-CENTERED HEALTHCARE
Collaborations to implement pharmacists' services as the standard for team-based, patientcentered care will not occur if the pharmacy profession waits for other professions or healthcare entities to request or demand such services. Rather, the pharmacy profession must initiate the discussions about the value and need for such services based on the strength of the available evidence.
AACP members are in a unique position to pursue this dialogue. Colleges and schools of pharmacy have been instrumental in many projects demonstrating the positive outcomes of pharmacist services. 5, 10-13, 21, 26-27, 42-45 Therefore, the evidence supporting the benefits of pharmacist-services is strong and readily available. Articulating these benefits to others both within and outside the pharmacy profession can help create demand for these services.
Physician support for such services is often available on the campuses of colleges and schools of pharmacy, as well as within the surrounding communities.
Successful patient-centered collaborations require leaders who are committed to the process. Those who initiate the dialogue are often the ones who are present throughout the negotiation, implementation, and evaluation because they have the passion, enthusiasm and perseverance to work through the inevitable challenges that will arise. These leaders must be open-minded and knowledgeable about the healthcare systems being used to facilitate communication among providers and appropriate integration of services. They must work continuously with other healthcare professionals to develop and market services that will meet provider and patient needs. The support of the dean and other university administrators is critical for the success of these partnerships. In some cases, financial commitment/contributions from the colleges and schools are needed to initiate the collaboration.
It may take several years to implement pharmacist services in a team-based environment. Time-consuming steps include the initial planning, reaching consensus regarding mutual goals/objectives, development of a common mission and vision, defining roles and responsibilities, actually implementing the services, and subsequent monitoring and evaluation. Establishing timelines for major milestones will assist in these efforts. Written collaborative practice agreements, compensation systems, trained and efficient supportive personnel, and appropriate locations to provide services must be in place prior to implementation of pharmacy programs. Mechanisms for documenting pharmacist interventions and subsequent patient outcomes are also needed.
CONCLUSION
Collaborations are a necessary component of effective and efficient patient care programs. No single healthcare practitioner can meet all of the healthcare needs of patients. The collaborations reported in the literature, the call for successful practices, and the information from national pharmacy organizations confirm the need to work with organizations outside of pharmacy and healthcare to improve patient care and expand the scope of pharmacy practice.
The title of incoming AACP President Rodney Carter's speech during the 2010 AACP House of Delegates session was "The Stars are Aligning," in which he referred to many opportunities for the Academy and the pharmacy profession to contribute to team-based, patient-centered healthcare. This report has examined the areas of opportunities and potential challenges to the implementation of such services. Colleges and schools of pharmacy have embraced the challenge of working with organizations within and outside of their institutions. A continuing commitment and rapid response are needed if pharmacy is to be an important participant in our evolving healthcare system. This review has demonstrated that the Academy has made tremendous strides to advance the pharmacy profession and create models demonstrating improvement in outcomes and healthcare savings. It is imperative to accelerate the replication of these services as the standard of pharmacy practice. Successful partnerships with other entities will ensure that the Academy will be able to expand in the areas of advocacy, education, practice and research to reach the most beneficial outcomes of patient-centered healthcare. Table   Table 1 
